Normally, Letters-to-the-Editor are meant as commentaries by readers who want to share their thoughts on a recently published article in that same journal. They often make fascinating reading, not only in the daily news press, but also in the scientific literature.
The way this journal handles Letters is to anonymize them and then send them to the authors of the original article with the offer of a reply to be published along with the letter. For obvious reasons both Letter and Reply should appear as closely as possible to the original article.
A busy journal such as the New England Journal of Medicine (NEJM) has very strict rules for submission of Letters related to an article: "Letters in reference to a Journal article must not exceed 175 words (excluding references), and must be received within three weeks after publication of the article. Articles are available for selection on the submission site on the print publication date each Thursday and remain for three weeks."
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When Andreas Boening approached Jeffrey Drazen with a Letter-to-the-Editor after this deadline he was bound to fail at the unsurmountable walls of the submission system. No doubt he was late. Surgeons often are, with the typical excuse that they were too busy operating, admittedly a bad one. Nevertheless, the commentary, which had been discussed with several colleagues (all busy operating) before submission, raises important points. In his disappointment Prof. Boening turned to Yours Truly, the Editor of the journal of his scientific society. After some deliberation I decided to accept the Letter for the following reasons:
The original article will very probably belong to the most read and most cited ones of the NEJM this year. It deals with a field where not only strictly medical issues are under discussion. The commentator comes from Germany, the uncrowned world champion in transcatheter valve implantation. The concerns raised are substantial and must be known to the public to enable a sound judgment of the setup of the study reported, its potential drawbacks, and to put its conclusions into perspective.
So here it is: the Letter-to-the-Other-Editor. It may be a somewhat unusual construct, but in the interest of the fundamental right to freedom of expression and of open scientific discussion we have opened this door which must not be abused in the future.
We'll also make sure that Jeffrey Drazen will get his letter in the end. 
Original Text
The results of the PARTNER II study have long been awaited and insights of this study will most probably have an impact on the phrasing of guidelines and consequently may open the door for transcatheter aortic valve procedures in intermediate-risk patients. Although the conclusion of the study is clear (noninferiority of one over the other method after a 2-year follow-up), transcatheter aortic valve replacement (TAVR) will rapidly spread out and replace SAVR in this patient group. In particular, two diagrams of Fig. 1 (panel C and D) caught my attention and will most probably be cited very frequently in the future. These two diagrams show a comparison between SAVR and transfemoral (TF) TAVR cohorts, which struck me as being rather unfair: Within the TAVR group, there seems to be a clear decision bias in favor of TF-TAVR and against transatrial (TA) TAVR, resulting in a selection of patients with the highest risk for the TA-TAVR group. To exclude these "highest-risk" patients in the analysis and comparing the lowest-risk group (TF-TAVR) with surgery is not appropriate as it results in a clear bias of the study and reminds one of cherry picking.
Moreover, a second aspect of the patient selection in the PARTNER II study deserves attention: Within the surgical group, nearly one-quarter of the patients were not SAVR-only candidates, but had concomitant procedures (14.5% coronary artery bypass grafting, 9.1% valve or aortic procedures) in contrast to the TAVR group. However, it is well known and obvious that combination procedures are more complex and therefore have a different risk profile than SAVR alone, resulting in a higher short and midterm mortality. Thus, the analysis compares apples with several oranges! With the knowledge that 23.6% of the patients in the SAVR group underwent additional procedures, the surprisingly high surgical mortality of "SAVR" in this analysis can be easily explained. To avoid comparing apples and oranges it would have been more accurate to include only isolated SAVR procedures in the analysis and present these results. Interestingly, another recently published paper also took advantage of the surgical data from the PARTNER II trial for a comparison between TAVR and SAVR for the Sapien 3 device. 2 In this study, the fact that a substantial percentage of patients in the SAVR group had concomitant procedures was not even mentioned. This is remarkable, as in my view, the Sapien 3 device so far has shown an impressive performance in various studies and settings and by no means should not have withstood a comparison with a "SAVR-only" cohort. Finally, it should be mentioned that this trial was designed and surveyed by the commercial manufacturer of the respective transcatheter valve and patients were adjudicated into the respective trial groups by members of the executive and steering committee of the PARTNER II trial, which seems rather questionable as recently referred to in the NEJM itself. 
